Abstract Impairments in emotional intelligence (EI) have been found in individuals with high general and social anxiety; however, no studies have examined this relationship in a clinically depressed population. Thirty-one patients (11 male, 20 female) with a DSM-IV-TR diagnosis of a major affective disorder and 28 non-clinical controls (5 male, 23 female) completed self-report instruments assessing EI, depression and social anxiety. Compared to a control group, the clinical group scored lower on the EI dimensions of Emotional Recognition and Expression, Understanding Emotions, Emotional Management, and Emotional Control. Regression analyses revealed Emotional Control was a significant predictor of interaction, performance, and generalised social anxiety. Self-report measures of EI may have predictive value in terms of early identification of those at risk of developing social anxiety and depression. The current study points to the potential value of conducting further studies of a prospective nature.
Introduction
Social anxiety disorder (SAD) is the most common form of anxiety disorders, and is characterized by a strong fear of social interaction or performance situations because of the potential for embarrassment or humiliation [10] . Social anxiety (or social phobia) is a highly prevalent and co-morbid disorder with depression that is associated with significant burden in terms of its impact on the individual sufferer [5] , the sufferer's family and society in general in terms of lost productivity [19] . The identification of reliable predictors of who is most likely to suffer from SAD could inform the development of prophylactic strategies for protecting individuals prior to SAD onset and development of commonly experienced co-morbidities. The emerging construct of emotional intelligence (EI) may constitute such a predictor, and has recently been shown to be related to emotional processing deficits in clinical conditions such as depression [18] and generalized anxiety disorder [4] .
Broadly defined, EI is considered to be a set of abilities concerned with the regulation, management, control and use of emotions in decision-making, with greater levels of EI being observed to promote healthy and adaptive mental functioning [1] . As such, assessments of EI should intuitively offer a degree of clinical utility within mental health, since the ability of individuals to understand their own emotional states or emotional problems are common indications for a range of clinical conditions [12] . A number of models and measures of EI exist, generally falling into two conceptions of the construct, 'trait' or 'ability' [17] . Currently, two studies have assessed the relationship between social anxiety and EI using the self-report Emotional Quotient Inventory (EQ-I; Bar-On, 1997), one in non-clinical sample [19] , and recently in a clinical sample [18] . Summerfeldt et al. [19] observed that better interpersonal and intrapersonal EI abilities were related to lower social interaction anxiety, with EI being the principal predictor of interpersonal adjustment, accounting for the majority of the association with social interaction anxiety within this large non-clinical sample. Similarly, this time utilizing the 'ability' based test, the Mayer-Salovey-Caruso Emotional Intelligence Test (MSCEIT; Mayer et al. 2001), Jacobs et al. compared socially phobic individuals with a control group upon the measure of EI and observed that patients with generalized social phobia performed at the normal range for 'ability' EI to the control group. Interestingly, a significant negative association between severity of social anxiety and basic level emotional processing but not higher level strategic emotional processing was observed [10] . The generalizability of these results is somewhat questionable, given that social anxiety was not assessed within the control group, and as such, the interaction between performance on the EI assessment and anxiety were not assessed individually.
Most recently, the relationship between clinical anxiety and EI has been investigated in samples of social phobia and other anxiety disorders [18] . This study confirmed that intrapersonal EI skills were lower in the sample of social phobia patients than for obsessive compulsive disorder, panic disorder and non-clinical individuals, as well as predicting clinician rated indices of maladjustment. This finding suggests that social phobic individuals ability to recognize, understand and express their own emotions is particularly compromised, and this inability is predicts unique variability in maladjustment in comparison to other anxiety disorders. In contrast, in a sample of clinically depressed patients, Downey et al. [5] observed significant associations between severity of depression and the EI dimensions of Emotional Management and Emotional Control on the Swinburne University Emotional Intelligence Test (SUEIT: [13] ). This finding supported the notion that a lack of emotional control and the inability to regulate emotions are important factors associated with clinical depression, and other similar findings from non-clinical populations [4, 14] . Given the common co-morbidity of clinical depression and SAD, the current study aimed to investigate the relationship between EI and SAD in a cohort of adults with DSM-IV-TR diagnosis of clinical depression using a cross-sectional sampling strategy.
Method

Participants
The clinical sample consisted of 11 male and 20 female patients (M = 51.90 years, SD = 13.32 years). Twenty-five patients were diagnosed with Major Depression, and six were diagnosed with Bipolar Disorder (three in a depressive phase and three in remission). No patients with a primary diagnosis of SAD were recruited, as social anxiety commonly appears as a co-morbid disorder with Major Depression [16] . The control group consisted of 28 participants (5 male, 23 female) not previously diagnosed with any psychiatric disorder. The mean age of this group was 36.11 years (SD = 14.19 years).
Materials
Liebowitz Social Anxiety Scale (LSAS)
The LSAS [11] is a 24-item self-report measure of social anxiety that assesses the fear and avoidance aspects of various social situations. The self-report and clinically administered versions correlate highly [1] . Respondents must rate the degree to which they fear or feel anxious about certain behaviours and the degree to which they would avoid performing them. Each item requires a rating on a 4-point scale from 0 (not at all) to 3 (severe) for fear, and from 0 (never) to 3 (usually) for avoidance. Total scores for the fear and avoidance subscales (range 0-72) are calculated by summing items. Baker et al. [1] observed high internal consistencies for this scale (fear: a = 0.89; avoidance: a = 0.89).
Social Phobia Scale (SPS) and Social Interaction Anxiety Scale (SIAS)
The 20-item SPS and 19-item SIAS were created concurrently by Mattick and Clark [12] . Respondents must rate the degree to which each statement characterizes them on a 5-point scale from 0 (not at all) to 4 (extremely). The score range is 0-80 for the SPS and 0-76 for the SIAS. Mattick and Clarke [12] found high internal consistencies for both scales (a = 0.88-0.94) in different sample groups (i.e., undergraduate students; a community sample; and patients with SAD, agoraphobia, and simple phobia). Although these social anxiety measures overlap, each assesses different aspects: the LSAS measures generalised social anxiety (anxiety about performance and interaction situations); the SPS measures performance anxiety (anxiety about being observed whilst performing certain activities); and the SIAS measures interaction anxiety (anxiety about generally interacting with people socially).
Swinburne University Emotional Intelligence Test (SUEIT)
The SUEIT [13] is a 64-item self-report EI measure. Respondents must rate the degree that each statement characterizes them on a scale from 1 (never) to 5 (always). Five separate scores can be calculated for the EI dimensions of emotional recognition and expression (ERE), understanding others' emotions (UE), emotions direct cognition (EDC), emotional management (EM), and emotional control (EC); plus a total EI score [7] . Palmer and Stough [13] found reasonable reliability in a general population (a C 0.72 for total EI and each dimension). The SUEIT has been used in a clinically depressed sample previously [5] .
The Beck Depression Inventory: 2nd Edition (BDI-II)
The BDI-II [3] is a 21-item self-report scale for measuring severity of depression. Respondents must rate the degree to which they are experiencing depressive symptoms on a 4-point scale from 0 (not at all) to 3 (severely). Scores range from 0 to 84 and are calculated by summing responses. The BDI-II has demonstrated excellent test-retest reliability, internal consistency, convergent and discriminant validity [3] .
Beck Anxiety Inventory (BAI)
The BAI [2] is a 21-item self-report scale that measures anxiety severity. Respondents must rate the degree to which they are experiencing general anxiety symptoms on a 4-point scale from 0 (not at all) to 3 (severely). Scores range from 0 to 84 and are obtained by summing responses. This scale has demonstrated excellent test-retest correlations, internal consistency, and convergent and discriminant validity [2] .
Procedure
Patients were recruited from the Professorial Unit of the Melbourne Clinic, a private psychiatric facility in Melbourne, Australia, that receives referrals from throughout Victoria. All patients were first screened for suitability by their treating clinician and eligible patients were approached and informed about the project. Participants from the control group were recruited through word-of-mouth. Individuals gave their consent to participate by signing an informed consent form and the study was approved by both the Melbourne Clinic and Swinburne University Human Research Ethics Committees.
Results
Means and standard deviations of the social anxiety, depression, general anxiety, and EI scores for the clinical and control groups are displayed in Table 1 . One-way analyses of variance (ANOVA) were used to compare depression severity and general anxiety scores between the two groups. Patients predictably scored higher than the controls on the measures of depression severity (F (1, 57) = 35.95, p \ 0.001) and general anxiety (F (1, 57) = 27.65, p \ 0.001).
A multivariate analysis of variance (MANOVA) was used to compare SUEIT dimensions scores of the clinical and control groups. An overall multivariate effect was found (Wilks' k = 0.688, F (5, 53) = 4.81, p \ 0.01, partial g 2 = 0.31). Univariate F-tests revealed clinical patients scored lower than the control participants on ERE (F (1, 57) = 13.14, p \ 0.01, partial g 2 = 0.19), UE (F (1, 57) = 8.78, p \ 0.01, partial g 2 = 0.13), EM (F (1, 57) = 20.63, p \ 0.001, partial g 2 = 0.27), and EC (F (1, 57) = 13.75, p \ 0.001, partial g 2 = 0.19). There was no significant difference for EDC (F (1, 57) = 0.24, p = 0.624, partial g 2 = 0.004). These analyses indicate that the clinically depressed group scored lower on 4 of the 5 dimensions of EI from the SUEIT consistent with previous work with clinically depressed patients [5] There were no significant difference on the LSAS avoidance subscale (F (1, 55) = 1.99, p = 0.164, partial g 2 = 0.035). To determine the relative contribution of EI to the severity of social anxiety, a series of linear regression analyses were performed with the EI dimensions as the independent variables, and the social anxiety scores as the dependent variables. Correlational analyses (Table 2 ) revealed the LSAS avoidance subscale did not significantly correlate with the EI dimensions, so it was not analysed.
For the first analysis, a simple linear regression analysis was performed with LSAS fear as the dependent variable. The EI dimensions with significant correlations with LSAS fear (ERE, EM, and EC) were included as predictors in the model. The direct model was significant (F (3,26) = 7.35, p \ 0.001, R = 0.68, R 2 = 0.46). However, EC was the only significant predictor (p = 0.01). For the second analysis, linear regression was performed with SIAS as the dependent variable. The EI dimensions with significant correlations with SIAS (ERE, EM, and EC) were included as predictors in the model. The direct model was significant (F (3, 27) = 10.05, p \ 0.001, R = 0.73, R 2 = 0.53) and again EC was the only significant predictor (p \ 0.01). For the third analysis, a simple linear regression analysis was performed with SPS was the dependent variable. The EI dimensions with significant correlations with SPS (EM and EC) were included as predictors in the model. The direct model was significant (F (2, 28) = 10.69, p \ 0.001, R = 0.66, R 2 = 0.43) and EC was a significant predictor (p \ 0.01). These results taken together suggest that EC is a significant predictor of LSAS fear, SIAS and SPS. In order to examine whether EC still predicted the measures of social anxiety after controlling for depression and general anxiety we recalculated the regressions with depression and general anxiety included. After 
Discussion
The present study examined the association between a self-report measure of EI and social anxiety in a clinical sample of depressed adults. Compared to the control group, the clinically depressed patients scored lower on the EI dimensions ERE, UE, EM and EC but not on the EDC subscale, which is more related to the use of emotions in guiding decision making. This pattern of results confirms the findings of a previous study concerning deficits in the ability to recognise and express emotions, manage positive and negative emotions adaptively and control strong emotions in a clinically depressed sample [5] and that the ability to manage and control emotions is related to severity of depression. More specific analyses indicated that EC significantly predicted interaction, performance, and generalised social anxiety, with poorer control of strong negative emotions predicting greater social anxiety. The clinical group also reported greater social anxiety than the control group which was expected due to the diagnoses of these patients. Given social and general anxiety are often observed in patients with clinical depression and the prevalence of this disorder [9] , research concerning the various linkages between emotion processing ability, anxiety and depression is required [18] . The results suggest that in terms of emotional processing, individuals with depression and co-morbidly experiencing social anxiety are poorer at recognising, describing, perceiving others' emotions and managing and controlling emotions than controls. Control of strong emotions predicted generalised social anxiety, interaction anxiety, and performance anxiety. After controlling for depression and general anxiety this dimension predicted interaction anxiety-high interaction anxiety was explained by having poor control of strong emotions. Therefore, in terms of severity of symptoms, EC was the dimension of EI that was most predictive. The inability to tolerate strong emotions and to operate effectively under threat of these strong emotions is what determines the severity of the patient's social anxiety symptoms [2] . These results may have implications for interventions such as cognitive behavioural therapy. A patient with low EC and high social anxiety may need to first learn how to tolerate the emotions and then address the distorted cognitions underlying them. As the present study is one of the few to investigate EI and social anxiety in a clinical sample, future research is required to replicate and extend the study especially given the inconsistencies within previous studies methodologies and findings and the purported utility of EI development programs [8] .
Our clinical group was observed scored higher than the Summerfeldt et al. study sample [19] upon the same social anxiety measures, but close to the group norms for the SIAS [12] and LSAS fear subscale [1] . Unexpectedly the LSAS avoidance subscale did not significantly correlate with any of the dimensions of EI, possibly due to the lack of a primary diagnoses with SAD. It was also surprising ERE, UE, and EM did not predict social anxiety, particularly given Summerfeldt et al. [18, 19] have reported comparable 'intrapersonal' dimensions of EI were predictive of social anxiety and social phobia. Again this may be due to differences in severity of social anxiety seen across the two different samples (clinical versus non-clinical), or the relationship between social anxiety and EI may be complex or mediated by other factors including co-morbidly experienced clinical disorders. Our results also differ somewhat from a similar study conducted by Jacobs et al. [10] found no significant differences in ability EI between patients and matched controls, possibly due to differences in the EI assessments. The 'ability' measure utilised by Jacobs et al. [10] reflect 'maximal performance' scores rather than how the patients are typically processing emotional information [6] . As such, results from self-reported measures may provide more ecologically valid assessment of the episodic effects of depression and SAD in clinical populations. Whether deficits in self-reported EI are also sensitive to a vulnerability to depressive of social anxiety symptoms would need to be examined in a fully prospective study.
Future research should examine the utility of EI development programs for patients with clinical disorders as they may offer an effective, innovative and robust method to improve emotional competencies, particularly when interaction anxiety is concerned. Given reports that high levels of EI and in particular the control and management of emotions leads to improved mental health and life satisfaction [15] the assessment of EI in individuals at-risk for depression and social anxiety should be a priority.
